Mr. NORMAN PATTERSON (in reply) said that in one case in which the soft palate was adherent to the posterior pharyngeal wall and there was no opening into the naso-pharynx, operation had been followed by a remarkably good result. After the operation he had inserted two rubber drainage tubes and these were worn for a year; they had to be changed frequently. -" Section shows normal epithelium with mucous glands, beneath which is lying a portion of new growth consisting of masses of spindle cells in concentric tissue stroma. It resembles a parotid tumour but is probably of the nature of an epithelioma."
Swelling of
Eight needles of radon were inserted into the swelling and left in for one week. The swelling disappeared.
October 9, 1929.-Pathological section of portion taken from swelling of lateral wall of naso-pharynx of right side showed no evidence of new growth. November 1, 1929.- The case now came under my care. It was thought advisable to explore the antrum in search of a new growth, despite the fact that an antral operation had been performed in November, 1928. It was discovered that the previous operation had consisted of draining a large dental cyst into the nose, and the antrum was still present but consisted of a small space between the posterior wall of the cyst and the posterior wall of the antrum. It was full of pus and was drained by removing the posterior wall of the cyst. At the end of the operation a swelling was found between the cheek and the last molar. A needle was inserted and a large quantity of straw-coloured fluid escaped. This fluid was examined and the report was as follows:-The deposit from this fluid shows red cells and an occasional epithelial cell: ptyalin is present: cultures gave a growth of Staphylococcus albus only. This swelling diminished considerably in size and gave no more trouble. Two days after the operation another swelling was noticed at the posterior edge of the hard palate and medial to the last molar. This was incised and although no pus was found, there was a cavity, extending upwards and backwards into which the little finger could be inserted. B.I.P.P. was applied to the walls of the cavity and a skiagram was taken. The cavity discharged pus for a few days and then Radium was inserted (2 X 25 mgm., 1 X 50 and 5 x 10 of radium bromide, for 40 hours = 4,280 mgm. hours Exploration revealed large masses of growth in the liver, stomach, colon and posterior abdominal wall. This growth proved to be typical lymphosarcoma. There -was no sign of recurrence in the neck or fauces. The patient died early in April, 1930. I am showing this specimen in connection with a case shown by Mr. Vlasto at -the last meeting, wben suggestions as to treatment were invited. I then said that I had a similar case, and this specimen is from that case. Although my treatment in April last year was apparently very successful-as six months afterwards the patient was free from growth and was feeling well-he died from recurrence in April this year. So that we must wait a long time before we can consider a case cured. *The sections from the tonsil and the abdominal growths are microscopically identical altbough two different pathologists used nomenclature which seemed to indicate that they were not of the same nature (" endothelioma" and "lymphosarcoma," respectively).
DisCU88ion.-Mr. VLASTO said that there seemed to be a difference of experience in -this respect. Mr. Norman Patterson had shown a case recently in which the end-result was *disastrous. Mr. O'Malley had employed radium treatment, and in his case there had been some measure of relief, as the patient had remained well for six months. He (the speaker) could not claim so satisfactory a result in his case after deep X-ray therapy.
Mr. MUSGEAVE WOODMAN said he had had a case in which the pathological report was sarcoma, and there had been secondary deposits in the neck and in the liver which were found to be carcinomatous. He particularly noted the fact that Mr. O'Malley had put a large dose of radium into the tonsil for a relatively short time. He (the speaker) had done this in one or two cases, with similar results to those in Mr. O'Malley's case. He had therefore -consulted Professor Sidney Russ, who said that in the case of the tonsil one should use a smaller dose of radium and keep it there for a longer time, as the tonsil substance was so soft that it easily broke down, and an explosive dose would " blast" the cancer cells to -different parts of the body. In most of these cases, however, the patients died within a year from secondary deposits in other parts of the body. Mr. A. D. SHARP said that six months ago he had seen a patient who had a large tumour in the left tonsil which the pathologist reported as carcinoma. It was inoperable, and he had asked a surgeon to see and take over the case. There was great enlargement of the cervical glands. Operation being out of the question, radium was tried, needles being inserted along the line of the tumour, the total used representing 1,000 mgm.-hours. Needles were put in for a week. The treatment had been so successful that all traces of the tumour had disappeared. To the glands 2,000 mgm.-hours were applied, the needles being left in for a fortnight. Now nothing but a scar was to be seen. Such a case renewed one's hopes of beneficial results from the use of radium in the treatment of malignant disease.
Dr. J. S. FRASER said that the Radium Commission, which was lending out radium to various hospitals, insisted on well-kept reports of all cases, which had also to be followed up systematically for months and years. It was only when a series of cases was followed up for a long time and tabulated, that an accurate knowledge of the results of radium treatment 'could be obtained. It was much more valuable to have these tabulated results than to hear of isolated brilliant cases. There was also a tendency to publish one's good results and leave the others unreported. This latter course led to the belief that, for instance, some 60 per Zcent. of the cases of brain abscess recovered, whereas the proportion of successful results was probably only 30 per cent., i.e., when all cases operated upon by one surgeon, or at one hospital, were followed up and reported.
The PRESIDENT said he thought that most people in dealing with lymphosarcoina had had an experience similar to Mr. O'Malley's. The local growth disappeared under radium treatment but, in the long run, secondary growths appeared and the patient died. Probably the reason was that the case did not come to the surgeon before dissemination had set in.
Hamoptysis due to Cryptal Ulceration of Tonsils.-E. A. PETERS, F.R.C.S. Mr. W., aged 44, complained that in February, 1930 , and on a later occasion, he had brought up two teaspoonfuls of blood. Dr. Carmichael examined the chest but found no evidence of tuberculosis. This view was confirmed by radiography. On examination of the tonsils-which were reported to have been removed in 1913there were abundant signs of lacunar tonsillitis. On the application of Bier's apparatus, a drachm of blood escaped from three crypts. The tonsils were removed by dissection at a later date. There was no excessive bleeding at the operation nor was there evideince of new growth in the tonsil.
Di8cU88ion.-Sir JAMES DUNDAS-GRANT said that he frequently had cases of hEemoptysis referred to him to see if he could discover any cause in the throat. The method now described was one he intended to apply in such cases in the future. It was a good cleansing method in chronic tonsillitis. The use of Bier's apparatus was advocated by Dr. Le Mee for testing whether a tonsil was mischief-making; he massaged it with a miniature rubber roller, and afterwards applied Bier's apparatus. If the tonsil condition was virulent there was evidence of disturbance in the blood-picture after this liberation of toxins.
Dr. DOUGLAS GUTHRIE asked whether this so-called " ulceration " of the tonsil crypt was of pathological significance. It was difficult to determine this, because one could not define a " normal" tonsil. In textbooks of normal histology one found such statements as the following: "Many lymph cells migrate through the epithelial covering of the tonsil on to its free surface, and enter the mouth to become the salivary corpuscles." This statement, made by Stohr in 1882, seemed to have been copied from book to book ever since. The passage of leucocytes through the epithelium was in places so active that the surface layer became packed with them, and it was difficult to distinguish the epithelium from the tissue beneath, so that the appearance was that of an ulcer. The matter demanded further investigation from the standpoint of the laryngologist.
The PRESIDENT said that the bleeding might have come from the tonsil crypts, but in that case, considering the great prevalence of tonsillitis, one would expect such hmemorrhages to occur more frequently. Although one often heard hEemoptvsis attributed to bleeding from the pharynx or larynx, in by far the largest number of cases the blood came from the lungs. If there was any doubt as to the source of the hemoptysis and sometimes there was considerable doubt-examination with the laryngeal mirror would often settle the question, as during the progress of a hmmoptysis from the lungs, the blood was visible in streaks about the trachea. Blood might be seen there even two or three days after the active hmemoptysis had stopped.
Mr. PETERS (in reply) said it was possible that the hamoptysis was due to tuberculosis, but a small amount of hEemorrhage was so common after using the Bier apparatus on an infective tonsil, and the microscopical appearances of ulceration were so definite that he took it to be a sign of cryptal disease. Up to a point, practically every crypt was a focus of disease. The inflamed part of the tonsil was nearly always the crypta magna. In the lingual tonsil and adenoid area there was almost an entire absence of crypts.
On examination of material extracted from a crypt there were seen: (1) Masses of bacteria and cocci, evidently nurtured in the security of the crypt; (2) Polymorphonuclear cells with cocci; (3) Polymorphonuclear cells associated with blood indicating ulceration.
Dr. DOUGLAS GUTHRIE, referring to Mr. Peters' remark that the appearance was not seen in the lingual part of the tonsil, said that the illustration in one textbook, showing migration of lymphocytes towards the free surface, producing an apparent breach of surface, was drawn from the normal " lingual " tonsil.
